Smoking is the leading cause of premature mortality and morbidity. The aim of this study was to provide the first national description of organizational capacity and involvement in tobacco control (TC) measures outlined by the WHO Framework Convention on Tobacco Control (FCTC) within the Czech Republic.
INTRODUCTION
Tobacco use is the leading cause of preventable death, disease and impoverishment globally (1) . According to the World Health Organization (WHO), Europe has the highest prevalence of tobacco smoking among adults (28%) and among the highest prevalence of tobacco use by adolescents (2) . In the Czech Republic, tobacco consumption ranks about 25% in the population aged 15-65 years, and tobacco control (TC) measures rank among the poorest globally (3) (4) (5) . Among all tobacco related chronic diseases, smoking is responsible for one in every six deaths in the Czech Republic (6) . The burden of tobacco use on the Czech healthcare system and other tobacco-related costs call for growing urgency to invest in evidence-based measures that will decrease the demand for tobacco (7) .
Tobacco use is a complex societal problem, influenced by an array of factors -many of which lie outside the influence of the health sector. TC requires comprehensive and integrated action across sectors to improve coherence, effectiveness and efficiency of policies (8) (9) . The WHO Framework Convention on Tobacco Control (FCTC) and its guidelines provide the foundation for countries to implement and manage tobacco control (10) . The FCTC outlines six evidence-based measures that are best buy interventions, proven to reduce the demand for tobacco (11) . These measures are referred to collectively by the acronym MPOWER which stands for Monitor tobacco use and prevention policies, Protect people from tobacco smoke, Offer help to quit tobacco use, Warn about the dangers of tobacco, Enforce bans on tobacco advertising, promotion and sponsorship, and Raise taxes on tobacco (11) .
In order to work effectively on TC related activities outlined by the FCTC, organizations must have the capacity to do so, in terms of resources, skills, leadership and supports. Within the Czech Republic, little is known about what types of organizations are involved in tobacco control; the capacity these organizations may have in terms of structures, supports, resources and skills to work on TC related activities or; their level of involvement in evidenced based TC activities.
Given the Czech Republic's history of weak TC, our aim was to conduct a capacity assessment to better understand the strengths and limitations of current TC efforts as they relate to the FCTC (4, 11) . We conducted a cross sectional survey of all known organizations (N = 20) involved in activities that address tobacco use. Our findings describe key determinants of organizational capacity including organizational supports, partnerships, resources, leadership, and chronic disease preveniton (CDP) skills to carry out TC activities. We also examined organizations level of involvement across settings, strategies used, and their level of involvement in MPOWER measures. Our findings provide data, which identifies strengths and gaps in organizational capacity, and provide an evidence base to help guide decision makers to identify strategic priorities. To our knowledge, this is the first national survey of organizational capacity and involvement in the Czech Republic, focused specifically on TC.
MATERIALS AND METHODS
Between June and November 2017, cross-sectional data were collected in a survey of all organizations in the Czech Republic that fit our inclusion criteria. Our inclusion criterion was that organizations must be engaged in primary or secondary prevention activities relating to TC at a national level, in the three years prior to data collection. Organizations were first identified by local TC experts, and then through an exhaustive Internet search using purposive sampling. Organizations included government ministries, offices and departments, public health organizations clinics, centres and commissions, herein referred to collectively as government organizations (GOV), non-government and nonprofit organizations, alliances, networks, professional associations and societies, and health agencies, herein referred to collectively as non-government organizations (NGO).
Prior to data collection, key informants with an in-depth knowledge of TC in the Czech Republic validated the final list of organizations to be included in the study. A total of 20 organizations fit our inclusion criteria. This represented a complete census of all known organizations engaged in primary or secondary prevention of tobacco use in the Czech Republic at a national level. We excluded any organizations that operated at a regional or community level only, as well as primary care facilities such as hospitals that focus mainly on tertiary prevention.
In this study, organizational capacity was conceptualized to include leadership, supports, skills, partnerships and resources. Tobacco related activities were defined as any programmes, policies, strategies, initiatives, or interventions that focus on reducing the demand for tobacco. Our survey tool was developed based on a comprehensive review of peer-reviewed literature and published reports of organizational capacity for CDP and healthy lifestyle promotion (12) (13) (14) (15) . Survey questions were drawn from a psychometrically sound scale developed by Hanusaik et al. (16) to measure determinants of organizational capacity for CDP, and adapted to focus specifically on TC related activities. Four internationally recognized TC experts helped established face validity of the questionnaire. The final working version of the survey was pilot tested with public health practitioners working in TC in three district health authorities in Nova Scotia, Canada.
The final version of the questionnaire consisted of 25 questions. The questionnaire gathered information about organizational characteristics and supports of capacity (leadership, skills resources and partnerships). We asked organizations to rate their skill level for core CDP skills including assessment, identification of relevant practices, development of action plans, implementation of activities, and evaluation. We also gathered data on level of involvement in population and individual intervention strategies, MPOWER measures, involvement across settings, and barriers faced by organizations. Most response sets were five-point Likert scales, with level of agreement response formats ranging from 1 (very low/strongly disagree) to 5 (very high/strongly agree).
A certified Czech translator translated the questionnaire from English to Czech. Researchers at the Centre for Tobacco-Dependent at Charles University and the General University Hospital in Prague reviewed the questionnaire to ensure cross-cultural adaptation of all questions.
Organizations were initially contacted by email to solicit their participation in the study. A Czech-speaking interviewer followed up with each organization by phone or email, to confirm their participation and to set a date for data collection. One key informant per organization completed the survey. The survey respondent was identified by the head of the organization as most knowledgeable about the organization's TC related activities. One survey was completed by each organization; with exception of two GOV organizations that worked closely on tobacco related activities and requested to complete one survey together. These two organizations were counted as a single organization in the analysis. Any incomplete data or inconsistencies were resolved with a follow up telephone call or e-mails.
Statistical Analyses
Since this study reports data collected in all organizations involved in TC at a national level (not a sample), significance testing was not relevant. Data analyses were conducted using IBM SPSS Statistics software, version 25.
Ethical Approval
The study received ethical approval from the General University Hospital in Prague (Study no. 39/16 S-IV). The head of each organization, as well as the survey respondent, provided written consent to participate in the study.
RESULTS
A total of 20 organizations met the inclusion criteria for the study. These organizations represented a complete census of all known organizations actively engaged in TC activities, at a national level in the Czech Republic in the three years prior to data collection. All eligible organizations were invited to participate in the study. Fourteen organizations agreed to take part in the study.
Our final census included an equal number of GOV (n = 7) and NGO (n = 7) organizations. Organizational characteristics are presented in Table 1 . Overall organizations tended to rate their level of involvement in TC related activities as 'high' and TC was rated as a 'moderate' to 'very high' priority for all organizations.
Organizational capacity for involvement in FCTC measures was conceptualized to include leadership, supports, skills, partnerships and resources ( Table 2 ). Among the indicators for internal organizational supports, strategic priorities, leadership, managerial support, and professional development opportunities were rated relatively high. Only half of organizations reported confidence in their staff's knowledge and skills to work effectively on tobacco control-related issues. In terms of access to necessary equipment and tools (e.g., software, computers, literature, etc.), this was not reported as a major barrier, but NGO tended to rate this lower than GOV.
Partnerships were assessed as an indicator of external support for FCTC activities ( Table 2 ). More than half of all organization had formed partnerships of some kind to work on TC related Organizations that served specific subpopulation e , % 28.6 28. 6 28.6
Organization's level of involvement in TC f , mean (SD)
TC's level of priority for the organization f , mean (SD) 4.5 (0.7) 4.3 (0.9) 4.7 (0.5) activities. Although, NGO tended to form more partnerships than GOV, partnership effectiveness was rated slightly lower. Formation of cross sector partnerships was rated very low by all organizations. The majority of organizations rated their funding to support TC activities as 'less than adequate' or 'much less than adequate'. Funding stability was rated lower by NGO than GOV. Availability of external sources of funding to support TC related activities was rated low by all organizations.
CDP practice skills including assessment, identifying relevant practices, developing and implementing initiatives were rated more favourably than skills to evaluate these activities (Table 3) . Only half of all organizations reported confidence in their skills to evaluate the impact of their TC work.
Among all organizations, involvement in TC activities was highest in government settings, followed by healthcare settings. NGO reported greater involvement in these settings, compared to GOV. Few organizations were involved in TC activities in workplaces or schools, with the lowest level of involvement in the community at large.
Overall, organizations reported the highest level of involvement in individual-level strategies focused on public education to raise awareness. Less than half of all organizations were 'very involved' in population-level strategies, such as policy development, advocacy and creation of healthy environments.
Level of involvement in MPOWER measures was highest for activities that focused on creation of smoke-free workplaces and public places, followed by health information and warnings on packages, and monitoring of tobacco use ( Table 4 ). Half of all organizations reported that they were 'very involved' in activities that focused on helping smokers to quit. Organizations reported the lowest level of involvement in MPOWER measures that focused on raising taxes, enforcing bans on tobacco advertising, promotion and sponsorship, and sales to minors.
Organizations reported a range of barriers (Table 4 ). Insufficient funding, inadequate number of staff dedicated to working on TC, lack of political will and competing priorities, as well as strong interference from the tobacco industry were reported as major barriers.
DISCUSSION
To our knowledge, this is the first national survey of organizational capacity and level of involvement in FCTC measures among organizations in the Czech Republic. Our findings show that Core CDP practice skills specific to tobacco control activities a , mean (SD) Table 3 . Skill level for core chronic disease prevention practices to address tobacco use, levels of involvement in specific settings, and intervention strategies used according to type of organization (N = 14) a Scored on a 5-point Likert scale: 1 -poor; 2 -fair; 3 -moderate; 4 -good; 5 -very good. Response categories "not our role" and "don't know" were also included as options. In these cases organizations were excluded from the calculated mean. b Scored on a 5-point Likert scale: 1 -very low; 2 -low; 3 -moderate; 4 -high; 5 -very high. Response categories "don't know" and "not involved" were also options. In these cases, the response was classified as 1 -very low. c Scored on a 3-point scale: 1 -not at all involved; 2 -somewhat involved; 3 -very involved. Response category "don't know" was also included as option. In these cases the response was excluded from the calculated mean.
despite the high economic costs of tobacco use, few organizations were involved in key evidence-based tobacco control measures as outlined by the FCTC. TC activities were underfunded and most organizations did not have sufficient human resources dedicated to working on TC to achieve their objective. Furthermore, many Czech organizations were highly involved in intervention strategies that focus too far downstream to have any real impact on population health outcomes (17) . In terms of organizational supports, most organizations had strategic priorities and good leadership to guide their TC related work. Professional development opportunities were available, but less so to NGO. Less than one third of organizations had a sufficient number of staff dedicated to working on TC related activities and many did not have the proper equipment or tools (e.g., software, computers, literature, etc.) to work effectively. In addition to developing a critical mass of professionals dedicated to working on tobacco control, there is also a need to invest in helping these professionals to develop the specialized skills, knowledge, and tools to support evidence-based practices and policy decisions relating to tobacco control (18) .
Partnerships
More than half of all organizations had formed partnerships to work on TC activities, but cross-sector partnerships were less common. Because tobacco use is a complex societal problem, and smoking rates are determined by an array of factors -many of which lie outside the influence of the health sector, diverse multi-sectorial partnerships are key to achieving better outcomes. Diversity improves collective understanding and problem solving capacities (19) . Our findings suggest that greater cooperation within and across sectors is needed within the Czech TC community in order to effectively implement FCTC measures. Success stories of partnership and collaboration in other countries provide an excellent example of how organizations can engage, share resources and enhance knowledge exchange to build capacity and advance the national TC agenda (20) .
Resources
Despite TC being rated as a 'high' or 'very high' priority for most organizations, funding adequacy for TC related activities was rated low by GOV and even lower by NGO. Our findings are similar to those reported by global survey findings, which showed that despite being a high priority, less than 40% of countries (n = 65 out of 167) had allocated a specific budget for prevention and control of non-communicable disease (21) . The availability of external sources of funding to support TC activities was rated very low by all organizations. Inadequate funding for TC related activities may be a reflection of chronic underfunding of the healthcare system as a whole. In the Czech Republic, the healthcare system has undergone major restructuring since the end of communism in 1989 (22) . Health expenditure accounts for 7.2% of the country's GDP, but it is not known how much of this is allocated to specifically to health promotion and CDP activities that focus on TC (23) . The country's high smoking rates, which increased between 2000-2011, and the high incidence of smoking related diseases (23) provide evidence that CDP efforts are under-resourced and/or may be focused too far downstream to have any real impact on population health.
Core Chronic Disease Prevention Skills
In terms of core CDP practices, evaluation skills were rated low by all organizations. Evaluation is critical to building an evidence base to inform best practices in CDP programming (24) . Our findings provide evidence that organizations must put a greater emphasis on the importance of evaluation by dedicated more resources to evaluation activities and offering training in evaluation methodology. In Canada, Hanusaik et al. (16) similarly found that compared to other core CDP skills, evaluation skills were consistently rated as low among organizations engaged in CDP.
Intervention Strategies
Overall, organizations reported the highest level of involvement in individual-level strategies focused on public education a Scored on a 3-point Likert scale 1 -not at all involved; 2 -somewhat involved; 3 -very involved. Response category "don't know" was also included as option. In these cases the response was excluded from the calculated mean.
to raise awareness. Although strategies targeting individuals are important, these activities tend to be resource intensive and have limited impact on population health, largely because they depend on long term individual behavioural change (17) . In general, population-level strategies require less individual effort, and have the greatest impact on population health outcomes (17) . For example, policies supporting smoke free public spaces change the environmental context to make breathing clean air the default choice, regardless of an individual's level of education, income, access to health care, or other societal factors. An individual would have to expend significant effort to not benefit from a cleaner air policy. Population level strategies improve not only individual health, but also have economic benefits by reducing healthcare spending and mitigating productivity losses (17) . Less than half of all Czech organizations reported that they were 'very involved' in population-level strategies to address tobacco use.
Level of Involvement in MPOWER Measures
Evidence-based MPOWER measures outlined by the FCTC are inexpensive for countries to implement and they work (11) . Czech organizations reported the highest level of involvement in measures that focused on protection from exposure to tobacco smoke through creation of smoke free workplaces and public spaces, followed by warning about the dangers of tobacco, and monitoring tobacco use. Organizations reported the lowest levels of involvement for activities that focus on sales to minors and raising taxes. Of all the MPOWER measures, increasing price through higher taxes is the single most effective way to encourage tobacco users to quit and prevent children from starting to smoke (25) . Of all European countries, the Czech Republic has among the lowest cigarette prices, due to low excise taxes (26) (27) . While low cigarette prices decrease the demand for illegal or contraband cigarettes, cheaper prices are associated with high smoking rates, and greater uptake among youth. Higher cigarette prices are particularly effective in encouraging cessation and motivate smokers to quit, particularly young people and those living in poverty (26) (27) (28) . Over time, simple and effectively implemented tax structures decrease tobacco consumption (25) . Individuals living in poverty experience the greatest health disparities (29) . Higher tobacco taxes help decrease health disparities and improves families' health, productivity and wage earning capacity by decreasing smoking related illness and death (25) .
Barriers to Working on Tobacco Control
More than half of all organizations reported that insufficient funding and inadequate number of staff dedicated to working on TC as major barriers. Lack of political will and competing priorities, as well as interference from the tobacco industry were all named as major barriers. Our findings support previously published reports, which showed that the tobacco industry enjoys a high-level of political support in the Czech Republic and continues to actively influence TC policies (30) .
Limitations
This study has several limitations. One limitation is that data were collected from one respondent per organization. Although respondents were carefully selected by the head of each organization and confirmed to be the most knowledgeable about the organization's TC related activities, responses are inevitably influenced by individual's views and experiences. Furthermore, there are no gold standard measures of organizational capacity. Ideally organizational level constructs such as leadership, supports, partnership effectiveness, resources and skills should be assessed using objective measures. However, within the domain of organizational research, self-report is the most common method of data collection. While cross sectional data are helpful in identifying strengths and gaps in organizational capacity and provide a snapshot of organizations' involvement in TC activities, longitudinal data are needed to establish any causal associations. Future research should focus on the association between organizational capacity and level of TC nationally, as well as the association with the prevalence of smoking over time. Another limitation of this study is that we did not ask organizations about facilitators to working on TC related activities. In terms of facilitators, intangible outcomes such as trust, mutual respect, transparency, resource sharing and synergy that may emerge when organizations work together are valuable assets, which contribute to organizational capacity but are difficult to measure. Finally, the extent to which these findings are generalizable to other risk factors for chronic disease, such as physical activity, healthy eating or alcohol abuse is not known.
CONCLUSION
In conclusion, this paper provides the first national description of organizational capacity and involvement in FCTC measures within the Czech Republic. Our data identify areas of TC that need improvement including the need for increased funding and resources dedicated to TC activities, as well as a need for increased involvement in population-level strategies and cross sector collaboration. These findings provide empirical evidence to local decision makers that may inform strategic priorities and help move the TC agenda forward in the Czech Republic.
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